MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH . pat o I .
PERARTMENT oF pusLe “EALTH e NEL::é-‘j o -_.Primary Registration District NOQ—é——'a_Q---.‘Regi!"If" No. ___Z‘_?_- --%gb_

DO NOT WRITE i 1
ON THIS $TUB AMENDED :
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
a. COUNTY a. STATE b. COUNTY sdmission)
VS 300 2 ST. LOUIS MISSOURI
Rev. 4/59 [=] b. CITY {If outside corporate limits, give TOWNSHIP onty) Length of stay in 1b - cTy Tnside Limits
= or .
s owN  JEFFERSON BARRACKS 341 DAYS oW 67, LouTs YedQ Mo O
1 u<.| c. ﬁu&épTTiTEongmmltmmmﬂoN Insnymm d:[TJRDEREETSs {If cutside, give location} Reside on Farm
_Li oL w .
2 2lbigr ) INSTITUTION HOSPITAL 1514 DESTERAHN Yt O Noy]
3 T = 3. (I;IAME OF DE)CEASED First Middla Last 4. Dénl;I'E Month Day Year
ype or print
+ 0 CHARLES H. COLABIANCHY DEATH 3-9-62
5. SEX 6. COLOR OR RACE 7. Married [  Never Married [J [8. DATE OF BIRTH | 9- AGE (last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR
5 ’3 MALE - WHITE Widowed [ Divorced X 9_1_3}4 27 Months | Days | Hours [ Min,
10a. USUAL OCCUPATION (Give kind of work dene | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE (Cily and state or country) | 12. CITIZEN OF WHAT COUNTRY
& w i f I ife. even if retired)
g wARKIODRE WoRER TRACTOR MANUFACTURE _ST.LOUIS, MO. USA
7 0 o 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
=
P 2 CHARTES COLARTANCHT OPAL MC QUAY memmemmmeo- -
S PN 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 1A SOCTAl SEcptTY N | 17, INFORMANT Address Mother
< (Yes, no, or unknown}] (If yes, give war or dates of servi
9 w MRS. SARAH/O "HAHS 89398. BURTON, OVERLANS,MO.
n{t E 18. CAUSE OF D:._?T]H (CE’E::{HO%VAgnE;G;sE%%e\E line lN;I%%MALﬁgTWEEH
10 o NEUM ILATERAT -
£ ol z IMMEDIATE CAUSE () BRONCHOP ONIA, B 50
1 Sla g
[V o O
: o o Conditions, if any, DUE TO (b}
12‘{—’3 - A " E v:)hicl'I\ Ignve rise( t,o
T E e1 ‘:}":q f}::itemd:r:
13 - lying - cause laat. DUE TO (¢} 17‘ 9/ A
% z PART ||. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat related to the terminal PART NI, If decensed was female  was
< SI1) ¢cYSTIC ENGEPHAOMATACTAY RIGHT TEMPORAL LOBE there o pregrancy in lay 0 days.
@ <
5 5|2) CHRONIC OTITIS MEDIA & O’I‘ITIS INTERNA, DUE TO FOREIGN BODY [ D ves | O No | O Unknown
g E 19. WAS AUTOPSY | 20a. ACCgENT sm%DE HOMI__I_‘CIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1l of item 18.)
PERFORMED?
S ¥ YESX] NO O .
20¢. TIME OF Houl Manth, Day, Year
z |z g INJURY  am.
w g uE.l p.m. .
Z ] 20d. INJURY occunkso Z0e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
o WHULE AT WORK O farem, factory, street, office bidg., etc.)
5 5}* LE AT WORK [
e o fa)
S o E é 2. /anended the deceased from h’3-6l te. 3-9-62 and |Wt-
@ o th occurred at 12: a)\ Bl m on the date stated above, and to the best of my knowledge, from the causes stated.
w 3= | |2 oo 2N
wn 1] 2 w {Degree or tifle) 22b. ADDRESS - j 22c, DATE SIGNED
=2 [+ g o : 9
- -
= S ~ W. BRANGLE, p,p, | VA HOSP. JEFF. BRKS. MO. 1
[ 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State)
. g 1 .
2 m b 1 2 /132 /60 National Cem. Jeff. Bks. Mo
= < | T24. FUNERAL DIRECTOR == ADDRESS 25. DATE RECD. BY LOCAL REG. | 3¢6. REGISTRAR'S SIGNATURE _ |
w b p
= %| Edvard Fendler 5611 South Grand Blvd. 3~ /24, 2D 3%
IR

{Licensed Embalmes’s Statement on Reversa Side)
arh




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalrper No.

working under my personal supervision.

Student Signed é& q . . W
-

Signature of Student Embalmer 7

Licensed Embalmer No iydl 7’
Ly s I

MNote: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a, STUDENT, he alsg shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.

P. Q. Address .

.



